to the general practitioner for dealing with this problem should be improved. The availability of an electrocardiograph would be an undoubted advantage, not only because of its diagnostic help in acute myocardial infarction but also because it can detail dysrrhythmias and thus give the general practitioner the confidence to institute treatment on the spot. Lignocaine and atropine would probably suffice as the necessary antiarrhythmic drugs to be carried. As suggested by Colling," it might also be worth remaining with the patient until the ambulance arrives and even accompanying the patient to hospital. This may not be practicable in the confines of the present system, for the general practitioner may have several other urgent calls, but some form of back-up on-call system to cover the relatively infrequent event of acute-myocardial infarction might solve the problem. In this study 19% of the doctors awaited the arrival of the ambulance and none travelled with the patient. Five patients were allowed to make their own way to hospital.
Recently awareness of the importance of the primary-care physician in the management of acute myocardial infarction has grown. The initial decision concerns place of treatment, and guidelines have been drawn up to show whether home or hospital treatment is better for individual patients.'3 When the decision is made to transfer to hospital then several factors must be considered. Relief of pain and control of dysrhythmias are of paramount importance, and particularly if the patient is seen in the first two hours after onset of symptoms then the general practitioner should remain until ancillary services arrive."2 Our findings suggest that deficiencies exist at present in the prehospital phase of management of acute myocardial infarction, and that education programmes, possibly in the form of local meetings or a national continuing education series (which has already been started), should be considered. It would then be worth assessing, in a similar study to this, the benefit of such educational programmes. Cardiology, 1967 , 20, 465. 9Armstrong, A, et al, British Heart_Journal, 1972 10 Somerville, W, British Heart3Journal, 1974, 36, 235. MedicallJournal, 1978 MedicallJournal, , 2, 1145 MedicallJournal, -1146 In my experience, most doctors fall into one of two groups when asked to appear on television. One group refuses, often through their secretaries, to have anything at all to do with the medium -whatever the topic, and whatever the context. The other group doesn't give a moment's thought before agreeing quite amiably to do whatever the producer wants. I suggest that neither of these options is particularly good for medicine, or for television. The first attitude deprives us of the services of people who probably do have something to contribute; the second attitude leads either to doctors so hating their experiences on television that they refuse all further requests, or to an unbalanced array of medical practitioners being allowed to ride some rare breeds of hobbyhorse in front of millions of people. If you agree to take part on this basis, the next stage is enshrining on tape or celluloid your ideas and opinions about the topic in hand. If you are to be filmed, then this is likely to occur in your office or home rather than in a studio. Here, there are two things to remember. Whatever estimate the producer gives of the time the filming will take, never estimate in your own mind less than a day. Whatever estimate the producer gives of the actual screen time to emerge from that day's filming, never estimate in your own mind more than three minutes. (It may not sound very much but you can say about 600 words in the time, over half the length of this article.) These two facts are the stark reality of television and they are nothing to do with either the incompetence or the censorship of the producer. The length of time it takes to set up and film a short interview is determined by such factors as where the mains fuse box is, whether your desk is in front of a window that will reflect, how long it takes to brief you, how long it takes to brief the cameraman (this may be the first chance the director has had to talk to the cameraman about your interview), whether a hair gets into the camera gate (if it does it will appear greatly magnified across your face and the shot will have to be retaken), and so on. The one thing it won't be due to, whatever appearances suggest, is laziness and incompetence on the part of the producer or his crew, if only because time is money and nobody dawdles when a film crew costs £300 a day.
Similarly, there are all sorts of reasons, some technical, some for reasons of clarity, why a producer films or records more than he is likely to use. Firstly, he doesn't know exactly what you are going to say until you've said it, and it may turn out to be less interesting or less clear than he had hoped. Secondly, you may be one component of a grand tour round England by the producer to accumulate all sorts of similar material, some of which will turn out to duplicate what you say and, perhaps, say it better. Thirdly, for technical purposes, he may wish to film several versions of what you say-a long and a short version, perhaps, or versions with different framings, to help with the editing.
In and out of the studio If you are invited to appear in a studio programme you will find the experience very different from being filmed. You will be overwhelmed by how much attention is given to the equipment and how little to you. Some people accept this and regress to the state of obedient patients doing what they're told without being sure why. When they are asked a question they attempt to answer it, however irrelevant or disagreeable it may be. If the surroundings are genuinely confusing then the producer has failed to prepare you properly and you were wrong to trust him. The same is true if the questions are irrelevant or disagreeable, and if you find that this is happening I recommend you to throw aside your natural inhibitions and say what you really think rather than what you are expected to say. Even the coolest interviewer will be made to think more carefully if you politely draw attention to the meaninglessness of his question or to his evident inability to grasp what the topic is all about.
So far, of course, I have not really told you "how to do it," except to say "trust the producer." But I believe that is the most crucial decision. There are only a few specific instructions that can be given-such as "don't wear shirts or dresses with thin stripes," "don't look at the camera when told to look at the producer," "don't look at the producer when told to look at the camera," and "don't seek grant renewals by mentioning your sponsor in every sentence." Apart from this I suggest that you remember one other thing-be aware of your audience and be humble enough to believe it is possible to say something important about your own specialty in minutes rather than hours. Consultation time is at a premium on television as well as in the surgery, and in both types of communication a lot can be achieved in a very short time.
Eventually this series will be collected into a book and hence no reprints will be available from the authors.
Should a patient with angina be allowed to drive a vehicle ?
The advice given in Medical Aspects of Fitness to Drive' is soundnamely, that patients should not drive a car within two months after clinical recovery from a coronary thrombosis, nor should they drive if their angina is easily provoked during driving. Angina that is provoked by unusual or avoidable effort is not a bar. This is especially so when there are strong social or occupational reasons for continuing to drive a car. The professional bus or heavy goods vehicle driver should be advised not to drive if there is any evidence of myocardial ischaemia. The degree of pain in the breasts is not necessarily related to the apparent degree of clinically apparent dysplasia, and occasionally the symptom may considerably disrupt the patient's life. Preece et all described six clinical syndromes of mastalgia found in 232 patients in whom breast pain was the presenting feature (after excluding other pathology). The commonest type is cyclical pronounced mastalgia, which is thought to be hormonally based (the pain is more consistently in the same place in these patients). They also describe duct ectasia, Tietze's syndrome, trauma, sclerosing adenosis, and cancer. They found only 7% of patients with pain of unknown aetiology. It is important to take a history, especially noting the relation of pain to menstruation, indicating a likely hormonal dependence. Factors exacerbating or relieving the pain should be noted and also the personality type of the patient. Although Preece et al2 considered that most patients had a physiological or pathological basis for their pain, those few patients who failed to respond to any treatment had, as a group, an appreciably higher score for anxiety traits and depression.
Complete examination of the breasts is mandatory, and the findings may help to alleviate the patient's symptoms and concern. Reassurance is important. She should realise her pain is accepted by the doctor, and requires investigation and treatment. Thermography may be indicated at varying intervals during the menstrual cycle. Mammography is necessary, particularly in the postmenopausal group of patients if a nodule or mass is palpable or if there is any doubt about the cause of the pain. Xero radiography minimises the radiation hazard. If cancer is thought to have been excluded the patient should be told and invited to attend for subsequent follow-up examinations. Most painful breasts will probably be relieved spontaneously within two years.
Multitudinous treatments have been advocated. In the hormonally dependent type of mastalgia or breast pain the patient should probably be referred for hormonal assay and treatment to a breast pain (mastalgia) clinic or an endocrine clinic. HIaphazard administration of hormones is now generally accepted as potentially hazardous; progestational agents or oestrogen and progesterone in combination have been used. Androgens and synthetic androgens have been reported as giving nearly 90%/' good results, but these drugs and danazol, an impeded synthetic androgen, cause amenorrhoea as a side effect.3 Vitamin A may antagonise oestrogen formation. Iodinecontaining agents and potassium iodide may decrease the oestrogen concentrations and raise the progesterone concentration. Diuretics have been widely used and are said to reduce oedema, inflammation, and vascular engorgement. There is no definite evidence of the pill affecting pain-but oestrogen and progesterone are usually balanced in the pill. Sometimes changing to another type or stopping the administration will relieve breast pain. A good support elasticated brassiere and simple analgesics will relieve pain in some patients. The bra may help if worn at night as well as during the day. There should be no wire structure in the cups of the bra. If pain is both persistent and localised to one specific area in the breast excision of the localised area followed by histological examination may be indicated and may also relieve the pain. Pain may be the first symptom of an underlying cancer as it is a presenting symptom in 8-10% of operable breast cancers.
I Preece, P E, et al, Lancet, 1976, 2, 670. 2 Preece, P E, et al, British Medical Journal, 1978, 1, 29. 3Golinger, R C, Surgery, Gynecology and Obstetrics, 1978, 146, 273. 
